Psychiatrists are giving increased attention to genetic counseling for mental illness. However, the burden of these illnesses as perceived by families and the degree to which families feel a need for genetic counseling have yet to be established. Attitudes and perceptions measured in this study focus on etiology, familial risk, and socioeconomic burden of schizophrenia, as well as childbearing plans and the acceptability of genetic counseling. Members of 17 families, each with a child diagnosed schizophrenic, were studied using the Family Attitudes Questionnaire. The results demonstrate that the well family members view schizophrenia as a severe and debilitating illness. The results also show that there is a disparity between the attitudes of well family members and patients: 92 percent of parents compared to 25 percent of patients identified schizophrenia as a disorder associated with extreme burden. Regarding childbearing decisions, 29 percent of parents compared to 66 percent of patients say they would have children (in hindsight or in future) based on what they now know about schizophrenia in their family. This result corroborates reports from genetic counselors for other illnesses: the wish for children appears to override considerations of risk and burden for those potentially genetically affected persons who have not reached their desired family size.
. Investigations have included exploratory studies and studies in which genes and environment were examined separately. Although the specific mechanisms of the transmission of schizophrenia have not been elucidated, several investigators have encouraged the use of genetic counseling in the comprehensive care of schizophrenic patients and their families (Reed 1972) . Data about the attitudes of schizophrenic patients and their families concerning the illness are sparse in the literature.
Dimensions of the thinking of counselees, as they make a decision to have children or not when there is a risk of genetic illness, are not thoroughly understood (Murphy 1973) . Common sense tells us that the decision process of schizophrenic patients would be more difficult for investigators to understand. Exploratory study is required to know more about the attitudes and information available to the potential counselee for psychiatric illnesses with a genetic component. Ordinarily, counselees are thought to consider the risk and the burden of an illness simultaneously. Genetic counselors give risk figures and a sense of the burden to consider regarding future offspring. Psychiatrists who give genetic counseling can provide schizophrenic patients and their families with risk figures arrived at through years of empirical studies. Similar data do not exist, however, for the impact of the burden of schizophrenia on the Reprint requests should be sent to P.M. Schulz, M.S.W., at Box 710, Department of Psychiatry, Medical College of Virginia, Richmond, VA 23298.
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individual or his family, although this subject has been studied (Hoenig and Hamilton 1966; Sakamoto 1969; Kreisman and Joy 1974) . There are few guidelines to share when counselees ask the psychiatric genetic counselor: (1) what is the risk of the illness? or (2) what do other families say is the burden of the illness? Tsuang (1978) has addressed this issue and has recommended systematic investigation of these questions.
The risk of schizophrenia, which varies depending on the psychiatric diagnosis of parents and other relatives, is well known (Erlenmeyer-Kimling 1976; Kessler 1980) . The burden of schizophrenia on the family or their view of the illness has not been well quantified. The purpose of this investigation was to begin to quantitate the burden of schizophrenia to help future counselees perceive the risk-burden ratio on a graph such as the one made by Murphy for other genetic illnesses (figure 1). In addition, we present a sampling of attitudes toward genetic counseling.
Methods
This study was performed on a 12-bed schizophrenia inpatient unit at the Clinical Center of the National Institute of Mental Health (NIMH) in Bethesda, Maryland. Admissions to the NIMH Neuropsychopharmacology Section are not restricted to a defined (Targum et al. 1981) . The questionnaire was first used in a survey of bipolar patients and their families. We used the scale without modification because schizophrenia was part of its intended scope. Chi square and Fisher's exact tests were used to tabulate frequencies of response and to assess differences between family members.
Results
The first section of the FAQ explores the respondent's thoughts about the etiology and nature of schizophrenia. Four options were offered as possible causes of schizophrenia: biochemistry, heredity, interpersonal relations, and other causes (such as the environment, virus, or stress) ( The burden of the illness of schizophrenia on the family was the next topic explored. Respondents were asked to assess burden in a social and economic sense and not in terms of anguish or misery. The section evaluating burden was divided into two parts: acute and chronic. In the section on acute schizophrenia, the family members were asked to check the three most troubling characteristics of acute schizophrenia (figure 3).
The responses suggest that the positive symptoms of the illness, such as hallucinations, cause the worst social difficulties for the patients, while the negative symptoms, such as being unable to function, troubled one half of the patient sample. Hallucinating behavior was checked by half of the parents regarding the acute stages of schizophrenia, whereas the socalled negative symptoms of inability to function were identified by 87 percent of parents. The siblings of the patients associate social burden with increased suicidality, hallucinating behavior, and inability to function during the acute stage of the illness. The parents and siblings found their attitudes about acute episodes of the illness difficult to reconcile with the socioeconomic categories presented. Thirty percent of the respondents insisted on using the "other" category, with parents indicating personal and psychological burden as the most overwhelming. One parent said, "The worst part of the acute episodes is that he can't empathize with our grief, he can't tell that we care." Three parents had extreme statements for this "other" category. These parents' responses included "I wish for policy of euthanasia for persons such as those with schizophrenia," and "Nothing can be done for someone with schizophrenia except risky experimental treatments, I don't care how risky it is, I'd rather she were dead, really," and "I wish I could free my child from a deteriorating life's course that promises neither cure nor death."
The respondents were then asked to check problems they felt to be associated with chronic schizophrenia (table 5). The patients invariably ranked fears of recurrence, frequent hospitaliza- In another question about chronic burden, 100 percent of the well family members saw schizophrenia as a disorder that could ruin the patient's life. Only 41 percent of the patients thought this was so. This difference was statistically significant (p < .001). Sixtyeight percent of all respondents identified schizophrenia as a long-' term disabling illness as opposed to 16 percent who saw it as a short-term life crisis. One should remember that the probands in this group had been ill for an average period longer than 4 years.
To explore further the burden of schizophrenia on a family, the respondents were asked to rate separately the amount of family burden imposed by major medical and psychiatric illnesses. The patients saw cancer as the illness causing the most burden, but 8 of 12 also noted that schizophrenia causes a high or extreme burden (table 6) . Interestingly the patients did recognize schizophrenia as a burden on the family. This result contrasts with that for the bipolar patients studied by Targum et al. (1981) who were much less aware of the burden of their psychiatric illness on the family. For the well family members, schizophrenia was perceived as causing the most burden (table 7). As one father put it, "I've known people who were cured of cancer, of all these illnesses, but I know of no one who was cured of schizophrenia."
The next portion of the FAQ dealt with views on childbearing. When asked if people with schizophrenia should have children, 75 percent of the patients said "yes," while 38 percent of the parents answered "yes they should." This difference is statistically significant (p < .03). There was no difference beteen the generations when respondents were asked the same question about people with mania and depression.
All of the parents in this study had completed their desired family size at the time of the study. They were asked if they would have had children if they "had it to do over again." Only 17 percent responded yes (table 8) . The patients were all unmarried and had no children. When asked if they planned to have children knowing of the presence of schizophrenia in themselves, 67 percent responded that they would have children.
There are obviously several possible explanations for this difference including the fact that the number of all parents who would not "do it over again" is unknown. Nevertheless, the difference in childbearing attitudes is striking. Of the sibling group, two were married and had children and six were unmarried and childless at the time of the study. When asked if they planned to have or would continue to have children knowing what they knew about schizophrenia in their family, seven of the siblings responded that they planned to have children or to have more children than they originally planned.
To delineate further attitudes toward childbearing, a series of maximal allowable risks for development of schizophrenia in their offspring was presented to all respondents. Respondents were asked to indicate the highest risk that would not deter them from childbearing. Four of the 12 patients indicated that they would be undeterred from having children if the risk was 95-100 percent. The others would take various risks. Siblings had varied responses to the question of maximal allowable risk. The parents' responses were striking in that very few were willing to risk having an ill offspring. Mothers were more willing to take a risk than fathers (figure 4), with 7 of the 10 fathers participating in the study indicating they would take no risk at all.
The last section of the questionnaire dealt with attitudes about genetic counseling. Family members were asked what they thought of genetic counseling for schizophrenia. More than half of the respondents indicated that counseling of individuals using empirical risks would be helpful (table 9) . Patients and siblings rated genetic counseling potentially harmful-33 and 50 percent, respectively-while parents saw potential harm only 4 percent of the time. Interestingly, a number of parents who did not feel schizophrenia was a heritable disorder thought genetic counseling was a good idea.
Discussion
The respondents had a broad range of viewpoints concerning the causes of schizophrenia. The low number of parents who felt interpersonal relationships were etiologically important could be interpreted as an attempt not to see themselves as causing the illness.
Whether the results of this section can be generalized for the general population of schizophrenic patients and their families is unclear as all patients and families in this study were aware of the biological nature and study goals of the unit before admission. It is unlikely, therefore, that those patients and family members who were convinced of a social or psychological etiology of schizophrenia would have sought treatment on this unit. The assessment of prevalence was not remarkably inaccurate when the group was combined, but the patients did least well. Thus, although figures for general risk for the population are known to the researcher and clinician, they do not appear to be well known to the patient and only par- tially known to the families. This point is important to remember in genetic counseling.
Concerning the acute stage of the illness, the patients understandably felt that the main burden was the "positive" psychotic symptoms, whereas the parents were troubled by the negative symptoms which, one could say, put much more pressure on them as caretakers. The psychological burden of anguish and misery, although difficult to quantify, was stated dramatically by a number of the parents.
In assessing the chronic burden, all family members as a group saw the same sorts of problems for a family with a schizophrenic member. The great differences between family members focused on whether schizophrenia could ruin one's life. Less than half of the patients thought so, while 100 percent of the rest of the family did. It would be difficult for any young person to respond positively to this question, of course. The genetic counselor should keep in mind the overwhelming response of the rest of the family. It may be one reason for the reluctance of mental health care workers to discuss the diagnosis of schizophrenia openly with the patient and his family.
Schizophrenic patients say that people with schizophrenia should have children and two thirds of the patients said they plan to have children. Parents, however, felt that schizophrenics should not have children and reported in general that they would not have children if there were any risk of the offspring developing schizophrenia. The patients' siblings are more like the patients in their plans for children. Anecdotally, some sib- lings reported that they thought of having larger families than they originally planned to make up for the possibility that the schizophrenic patient would have no children at all. This reaction has been noted previously. It has been shown for siblings of patients with Huntington's chorea and has been reported in Erlenmeyer-Kimling's (1976) "high-risk" study. As reported by other genetic counselors (Carter et al. 1971; Leonard 1972; Check 1978) , it appears that the wish for children overrides considerations of risk and burden for those potentially genetically affected persons who have not reached their desired family size.
The majority of all respondents felt genetic counseling would be helpful. In its most simplistic interpretation, this may mean that a number of people would like to have the service. One should note, however, that the young people (patients and their siblings) saw potential harm to such a service although they did not elaborate on what that harm might be. If counseling services are offered to patients or siblings of patients, this fearful concern needs to be recognized.
In conclusion this study explored the views of schizophrenic patients and their families toward schizophrenia, including its etiology, prevalence, and burden. Their thoughts about implications for childbearing and genetic counseling were assessed. Generally, this group saw schizophrenia as a genetic, biochemical disorder, causing severe burden. Although there were differences in the plans of different family members which may be explained by age more than any other variable, the majority felt genetic counseling is ap-VOL.8, NO. 3, 1982 513 propriate and needed. The results demonstrate that the wish for genetic counseling exists and should be of help to those delivering the service by providing empirical data concerning the perceived burden.
